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Introduction
Aortic graft infection is the most serious complication
of vascular surgery, with an amputation rate of 11–37%
and mortality rate of 25% or more.1 Often graft excision
is required, but in some cases the graft may be pre-
served by treatment with antibiotics. Early diagnosis
with isolation of the causal organism offers the best
chance of a successful outcome. We report a previously
unrecognised computed tomographic (CT) sign of
graft infection, which may help early diagnosis.
Case Report
A 66-year-old man underwent a tube graft repair for
a ruptured aortic aneurysm in November 1993. In the
immediate postoperative period, he complained of
abdominal pain and was investigated by abdominal
CT and blood cultures, which were negative. He was
Fig. 1. CT 3 months after operation (March 1994) showing material
subsequently discharged home. In February 1994, he of soft tissue attenuation lining the inner wall of the tube graft. The
graft is seen between this material and the thrombus within thepresented again with a 3-week history of central ab-
aneurysm sac.dominal and back pain associated with weight loss.
Examination revealed mild epigastrium tenderness
and low-grade pyrexia of 37.6 °C. Investigations dem-
onstrated an ESR of 30 mm/h, negative blood cultures,
normal white blood cell count including differential
and arteriography. An arterial blood sample taken
antibiotics showed material of tissue soft attenuationduring aortography grew Staphylococcus epidermidis
lining the inner wall of the tube graft (Fig. 1). Thisand he was commenced on intravenous Ciprofloxacin
may represent mural thrombus or infected materialand Metronidazole for 3 weeks followed by oral treat-
rather analogous to the vegetation encountered inment for 3 months. Repeat CT soon after starting
infective endocarditis. His clinical condition improved
rapidly and the ESR returned to normal. CT 1 year
later (Fig. 2) showed a marked reduction of the soft
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may be positive where blood cultures from a peri-
pheral vein have failed to yield an organism.4 CT is
the most valuable investigation to date. MRI, although
superior in differentiating soft tissue from fluid, has not
been fully evaluated in this setting and its availability is
often limited. CT may demonstrate perigraft fluid, air
or abscess and in some cases total graft occlusion.5
Additional CT signs suggesting infection include
thickening of the wall of the adjacent small bowel,
hydronephrosis and pseudoaneurysm formation. In
our case, the finding of excessive soft tissue attenuation
within the graft was the only CT sign to suggest the
presence of graft infection. To the knowledge of the
authors, this finding has not been previously reported.
The reduction of thrombus thickness as a result of
systemic antibiotics needs to be clarified in more cases
of proven graft infection. Thrombotic occlusion of a
prosthetic graft limb is a well recognised sign of in-
fection and perhaps an early CT finding of intragraft
thrombus should lead to a high index of suspicion in
these cases. This may permit expeditious treatmentFig. 2. CT showing marked reduction of soft tissue attenuation after
leading to graft preservation.treatment (March 1995).
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